Case report A retired 73 year old male security worker was admitted to Tyrone County Hospital in August 1990 . He presented with a two week history of chest pain, nausea and vomiting, malaise, dyspnoea on exertion, and cough with yellow sputum. He was a longstanding heavy smoker, and had developed emphysema.
His general practitioner had treated him with broad spectrum antibiotics for two weeks but he deteriorated and was admitted to hospital. His blood pressure was then 130/70 mm Hg, pulse rate 85/min, temperature 37 5°C, and respiratory rate 22/min. He had right pulmonary basal crepitations. The erythrocyte sedimentation rate was 70 mm in one hour (Westergren), and the white blood cell count 15 9 x 109/l (92% neutrophils). The sputum was thick and purulent and had a foul odour. 
